The patient, an Indian woman, was admitted to Addington Hospital with the following history, given by an able colleague who practises some miles out of Durban. He was called to see this patient in her seventh confinement one forenoon, ten days before sending her to us at Addington; he found her in labour, being assisted-or rather pummelled abdominally-by two Indian women who told him that she had been in labour since the previous evening (really two days).
On examination, he found the labia tremendously swollen and he expected to find the head well on the perineum, but this was not so, the head being found well up in the pelvis and somewhat fixed. The patient was extremely exhausted; her pulse was quick, but there did not seem to be much hwmorrhage. Considering all the circumstances, he decided to carry out internal version, and therefore, with some difficulty, pulled down the legs; he bad also a slight difficulty with one of the arms. Then the after-coming head stuck; he did not unduly delay, but applied forceps to the head and delivered it with a slight muscular pull; there was no weight thrown upon the forceps. He then tried, for about twenty minutes, to resuscitate the child, but was unsuccessful. He was satisfied that, but for the sticking of the head, the child, which was normal in every way, would have lived.
He then turned his attention to the mother, and pressed the uterus downwards into the pelvis, endeavouring to express the placenta, and he noticed that as he did so, the cord did not descend when he exerted some pressure on the fundus. He did not press violently or for a long time, but gave an injection of pituitrin, and about half an hour afterwards again gently tried to express the placenta and again failed; the cord still did not move under pressure. The patient was then removed to hospital for manual removal of the placenta. The patient was anesthetized and my friend inserted his hand around (as he thought) the tightly-squeezed, firm, elastic placenta covered by membrane; it lay much more freely than he expected, being attached to one side by a corded structure not unlike roped membranes. He lifted the mass well down the vagina, the wall of which was badly bruised and lacerated; then he put his finger over the cord-like structure and pulled that down to the vulva; he then saw that it was not at all like roped membrane. However, it was the only thing preventing delivery, and he nipped it through with his fingers and delivered into his hands the complete uterus! He got a considerable fright, dropped the uterus and returned to the patient. The cord was still hanging from the vulva; there was very little bleeding, and light finger traction on the cord brought it away, accompanied by the placenta. There was still very little bleeding, and as the patient was coming out of the anaesthetic she began coughing loops of bowel down through the vulva. These were replaced with a warm swab, and the patient was put back to bed.
The uterus was then examined. It was about six or eight times the size of a normal unimpregnated uterus (it must be remembered that this was the patient's seventh pregnancy); the cervix was almost complete, and there was no sign of a rupture anywhere; the uterus was cut across from fundus to cervix and presented a much thickened fibrosed wall with an endometrium fully i-inch thick.
On the fifth day after the confinement the patient developed a large rectovaginal fistula through which all faeces passed. On the tenth day, though she was still in a very low condition, the doctor consented to her being moved, and wrote a note to the hospital containing the essentials of the foregoing history.
Shortly after her arrival I sent her to the theatre for examination under an anaesthetic, when there was found :-(1) A rectovaginal fistula about the size of a florin.
(2) A small piece of the anterior part of the anterior lip of the cervix still attached to the vaginal wall.
(3) Immediately behind this: A thick-walled cavity exactly like the uterus, though the outline could not be defined.
I felt that I must know the exact condition inside and not be content with a mere opinion, and therefore I opened the abdomen. I found:
(1) A band of yellow omentum about two fingerbreadths wide, dipping down into the pelvis over the right sacro-iliac joint and cutting off the vagina below. Beneath this band I saw an ovary. I did not disturb the adhesions unduly.
(2) A somewhat narrower band of similar omentum, dipping down on the left side, joining the other over the vagina and forming a mass just about the size of a normal uterus; it was into the midst of this that the examining finger from below had passed.
(8) The rest of the abdomen was "as clean as a whistle." There was not a thread of adhesion anywhere; all the loops of bowel were clean and uninjected, and moved absolutely freely with each respiration; there was not an abnormal dram of free fluid-still less of sanious fluid-in the abdomen, and there was no boggy vascular mass indicating where a placenta might have been attached. All this only ten days after the condition at delivery. I closed the abdomen and sent the patient back to the ward. About ten days later, after proper preparation, the rectovaginal fistula was closed. It partly broke down, but two more operations reduced it to a small pin-point opening in the position of the left posterior fornix. Little or nothing reached the vagina through this. Apart from the tiny fistula the patient was apparently perfectly fit, and left the hospital.
I feel sure that this case was one of a full-time ectopic pregnancy, and that the foetus had been violently driven through the pouch of Douglas, slowly ripping the uterus almost completely from its attachments in the process, and causing clotting in the vessels around.
Why the placenta came away so easily by light traction on the cord, and why there was little or no trace of its site when I operated ten days afterwards, I cannot explain, further than to opine that it may have been attached to the two tips of the two bands of omentum which I found shutting off the vagina, and that these had sloughed off, or had been crusbed off the placenta, and were unnoticed at the time.
I reported this case to the Gynecological Section of the South African Medical Congress in 1930, and although the above explanation was the only one I could suggest at the time, it sounded somewhat far-fetched, even to myself. There was much shaking of heads amongst colleagues, but no alternative explanation was forthcoming.
Since then I have had the following case to report, and as it throws a good deal of light on the foregoing one, I think they ought to be recorded together. The conditions found at operation in this second case could quite easily-with the unskilled but powerful " assistance " of native or Indian midwives-have produced a similar sequence of events to that which one could only guess had occurred in the first -case.
II.-Mopumulo, a Zulu woman, aged about 23, was sent into Addington Hospital, Durban, on May 2, 1935, by Dr. Jones, of Umzinto, with the note: " Acute abdomen; boggy mass, size of four and a half months' pregnancy, in pelvis: fcetus lying more or less free in abdominal cavity."
On admission she complained of severe intermittent epigastric pain for the past two weeks. She had had no vaginal bleeding, and no pain in the pelvis or iliac fossae. (The most expert interpreter could not get her to admit any earlier sudden attack of pain which might have indicated the date of rupture of the tube). She had had amenorrhcea for about eight months. The subjective symptoms of pregnancy were present, she being strongly of the opinion that the child was determined to be born via the cesophagus! Her general condition was fairly good.
Temperature 99. Pulse 100. She had had two full-time children previously, both stillborn, and both labours had been difficult.
Condition on examination.-There was slight bulging across the epigastrium, less in the hypogastrium. Movements in the mass were obvious, extending from right to left hypochondrium. On palpation, movements of foetal small parts were easily felt in the epigastric swelling; the head was felt in the right hypochondrium. In the lower abdomen a large boggy mass, suggestive of the uterus with an overlying placenta, was felt to within two fingerbreadths of the umbilicus, and there was a definite sulcus between this and the fcetus above. The foetal heart sounds were best heard above and to the right of the umbilicus; no uterine or funic souffle was heard.
The perineum had been previously considerably torn; the vaginal walls were softened, while the cervix was much enlarged, soft and patulous; it admitted one finger without difficulty, and there was no bleeding. The mass in the lower abdomen was related to the cervix. There was some shortening of the conjugate diameter of the pelvic brim, the slightly overhanging sacral promontory being somewhat easily felt. X-ray examination, 3.5.35, showed the foetus lying across the epigastrium: "general impression from ossification suggests about seven months."
It was decided to watch the case closely and, if possible, allow the fcetus to approximate more nearly to full time before operating. Throughout the month of May the mother's condition remained fairly good, and although she increasingly complained of pains, especially when the child kicked, these were relieved by small doses of opiate. The feetal heart sounds increased in strength from week to week. and the funic souffle was audible about June 3. On June 7 a further X-ray examination elicited the report-" Judging from the degree of ossification the foetus is probably full time" and it was decided to operate shortly. This proceeding was anticipated with the gravest apprehension, for judging from the difficulties one had experienced in previous years in stripping what had been the placental site when removing mummified or macerated foetuses, one had visions of a bloody business while the placenta was being removed from adventitiously vascular, non-contractile surfaces such as bowel, omentum and mesentery. Never was foreboding less justified by the event.
On June 11 under evipan and ether anesthesia, with premedication, w gr. morphia and 1 n gr. atropine, the abdomen was opened, and the child was seen lying perfectly free from membranous covering, in the epigastrium, the head being immediately under the liver, the buttocks under the spleen, and the legs toward the left iliac fossa. The liver, spleen, stomach, surrounding bowel, and omentum were largely plastered, though not adherent to each other, with a thick phlegmonous lymphatic exudate. One could imagine that if the case had not been operated on these structures would later have adhered to each other and formed an adventitious sac around the dead foetus. The cord was clamped and cut, and the child, a female, was removed. There was but little artificial stimulation necessary in getting it to breathe.
The placenta was then dealt with; it was found to be overlying the uterus but not attached to it. It was attached to the isthmial end of the right fallopian tube, whence it had ruptured, by a short thick pedicle about 11 in. in diameter; at the time of rupture of the tube the membranes of the ovum had also ruptured and had simply mushroomed over the partly detached placenta, the chorion being applied to the " uterine " surface of the placenta while the amnion presented its inner surface to the peritoneum, and had throughout the pregnancy prevented the adherence of the placenta to any other structure, except where a small piece had apparently been exposed, and had adhered by a vascular pedicle about i in. thick at the lower end of the aecum. The rest of the abdominal cavity was-as in the previous case-" as clean as a whistle." The placental mass was removed, with a minimum loss of blood, by resection of the right tube, and the small caecal pedicle, and it had incorporated in it the distal end of the tube and right ovary.
The abdomen was closed, without drainage, in the routine fashion, and although the patient developed some bronchial trouble for a few days in the first week, she made a complete recovery, and after having fed the infant successfully for a few weeks was discharged at her own request on July 26, 1935.
The child at birth weighed 56 lb.; its length was 19 inches and its development that of eight and a half months' gestation; it did exceedingly well after some gastrointestinal trouble in the first month, and was put on artificial feeds. I would here like to thank my two residents, Dr. Klein and Dr. Dissler, for the great help they gave me and the keen interest they took in this fairly uncommon case.
Dr. Stewart Wilson's case of ectopic pregnancy. Child delivered abdominally. I am indebted to the Royal Society of Medicine for the following data of fullterm ectopic pregnancies delivered by the abdominal route. There are about 40 recorded cases; of those only 20 record the delivery of a living child. Only two other cases of delivery of a full-time, or near full-time, ectopic foetus through a vaginal rent are recorded-one by Thrush in the Pennsylvania MUedical Journal, 1930-3 1, and one by Scrimageour in the Malayan Medical Journal, 1934. In the first case the child had developed in the amniotic sac, and this had to be ruptured through the vaginal tear before delivery; it only liVed a few minutes, and the mother died 100 hours after delivery. In the second case the child was lying among the intestines. It was stillborn and showed areas of desquamation of the skin, but had attained the respectable weight of 6 lb. 2 oz. In this case the placenta had developed low in the pelvis in the broad ligament and Scrimgeour comments "The womnan might have had a 'tear of the cervix at a previous confinement, and the tear had extended into the vaginal fornix for some distance, and left a weak scar which had been opened by the weight of the baby." This placenta had the appearance of being septic, and the mother died the day following operation.
It seems to me that in such cases of abdominal pregnancy there is no method of accurately estimating the difficulty to be met with in removing the placenta by the abdominal route: one must be prepared for anything. I think, however, that it may be fairly accepted that the more easily the feetus can be moved about the abdominal cavity the less difficulty there is likely to be, because in such a case the child is probably free among the intestines ; its own membranes have therefore ruptured, probably at the same time as the tube. They have probably ensheathed the placenta and prevented adhesions of it to the bowel, omentum, or mesentery,.as they certainly had done in the second case reported, and as they had probably done in the first one 72o
